A Multi-System Problem There are two parallel but nonintersecting systems providing services to frail older adults: the hospitalbased health care system and the community-based social service system. As long as ''never the twain shall meet,'' older adults will continue to suffer the serious consequences of undernutrition, including slower recovery, loss of independence and poorer quality of life, and increased risk of hospital readmission and nursing home placement-all of which contribute to soaring costs of care. This is ironic given today's federal cost containment policy to rebalance longterm care away from nursing homes to home-and community-based services. Today's Affordable Health Care Act 1 places an undeniably robust emphasis on community care given the mandate to cut costs, the majority of which is expended on facility-based care.
The problem begins in hospitals and worsens in communities. Several groups of investigators have documented the lack of coordination between hospital health care providers and community or social service providers. In a large study, hospital discharge planners perceived, rightly or wrongly, that community nutrition services were not readily available even for patients needing those services. 2 Unfortunately, this coordination gap can worsen when referrals are made, but there are long waiting lists for nutrition programs in some geographic areas. For example, the Older Americans Act (OAA) Nutrition Program (commonly called Meals-on-Wheels) is not universally available to all frail homebound older adults because of funding shortfalls as well as other related factors such as reliance on volunteers. 3 In fact, there has been a substantial decrease in total appropriations for the OAA Nutrition Program in the past two decades ($942 million in FY1990 to $820 million in FY2010), with total meals declining by almost 4 million. 4 Congress can and should be pushed to rectify the funding shortfall in light of the growing numbers of older adults and the documented increase Learning Objectives At the completion of this selfstudy article, the learner will be able to:
n Identify the coordination gap for nutrition services in hospital facilities, contrasted with those provided on discharge to home or the community.
n List the barriers to adequate nutrition care during transitional care.
n Describe the negative impact that results from poor transitional care.
n Distinguish between bureaucratic roadblocks and individual unwillingness to participate in comprehensive nutrition interventions. in hunger and food insecurity among them.
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A literature review on undernutrition in hospitalized older adults published recently in the Journal of Nutrition in Gerontology and Geriatrics 7 found that: (1) it is a common and serious problem, (2) hospitalized older adults are at increased risk for it, and (3) undernourished older patients are at risk for experiencing adverse outcomes on discharge.
In this commentary, we offer insights into barriers that likely contribute to the persistent underutilization of available nutrition services and consequent gaps in the continuum of care for at-risk, recently discharged older adults.
The array of community programs available to older adults and their underutilization and/or their underfunding is the focus of a recent position paper by the Academy of Nutrition and Dietetics (formerly the American Dietetic Association), the American Society for Nutrition, and the Society for Nutrition Education and Behavior. 8 Continuity of nutrition care is essential for older adults. 9 Primary among the barriers that contribute to inadequate transitions of care involve processes that occur both within hospitals and between hospitals and other providers of care. Within hospitals, lower priority is frequently placed on adequately meeting nutritional needs compared with meeting medical needs, which are often viewed as more pressing and relevant to patients' immediate health concerns. A growing body of evidence is accumulating that demonstrates the negative impact that poor transitional care, including non-receipt of nutritional services post-hospital discharge, has on contributing to negative patient outcomes and increased health care utilization and costs. 10 It seems that providing up-to-date nutrition education that increases the knowledge of hospital staff who deal with post-discharge planning of older adults is warranted.
Two recent articles by Sahyoun and colleagues in the Journal of Nutrition in Gerontology and
Geriatrics 11, 12 suggest that recently hospital-discharged older adults who are especially vulnerable may be underserved by the OAA Nutrition Program-the nation's largest community nutrition program designed specifically for older adults. Further corroborating this work, an oral presentation delivered this year at the Gerontological Society of America annual meeting reported that such older adults were either not referred or were unwilling to participate in a comprehensive nutrition intervention that potentially included homedelivered meals (a component of the OAA Nutrition Program).
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As highlighted in the work by Sahyoun and colleagues, even when six local OAA Nutrition Programs participated in a demonstration project targeted at increasing referrals and enrollment in community nutrition intervention programs, referral of patients from hospitals remained abysmally low. This astonished Nutrition Program staff and investigators who had communicated with discharge planners, administrators, and social workers at the local hospitals and thought that they had their support. Buys and Locher experienced a similar disappointment in their recruitment efforts at both local hospitals and home health agencies. For example, Buys and Locher spent countless hours interacting with the medical director, nurses, and discharge planners in one hospital, including processing all of the institutional review board materials, in hopes of recruiting study volunteers, and yet did not receive a single referral. In both Sahyoun's and Locher's experiences, daily interaction occurred with partnering hospitals and health care facilities, and the need among patients was high. Yet referrals were low or nonexistent. This is a particularly alarming observation since, in both situations, the services being offered were to be very comprehensive, extending well beyond merely the delivery of meals to homes.
In these two situations, one wonders why health care providers would spend a considerable amount of time establishing relationships with researchers and community partners and agreeing to participate in demonstration projects, but then not follow through by identifying potential study participants. Sahyoun and colleagues pointed out that often the bureaucratic roadblocks were ones the hospitals themselves created. Buys and Locher reported encountering similar problems. In some situations, there was uncertainty over who was responsible for making referrals and a lack of support from supervisors in facilitating smooth transitions during times of staff turn-over and/or transitions. Frequently, the responsibility falls to social workers, who carry large patient loads and do not focus on nutrition. There are few multi-disciplinary teams and, particularly, the lack of involvement by registered dietitians (RDs), in both hospitals discharge planning and community service provision.
"Never the Twain Shall Meet"
continued from page 2 what Are the Steps for Addressing the Problem? Within the hospital setting as part of discharge planning, appropriate referrals to nutrition services in the community might well be best facilitated by the establishment of routine procedures for doing so. This recommendation is especially relevant as Sahyoun and colleagues pointed out that in one setting, when a single staff member left the project, all referrals to the study stopped. This emphasizes the need for systems to be in place that function in the absence of a solitary individual within an organization.
Sahyoun and colleagues additionally pointed out that policies need to be implemented that incentivize health service providers to make appropriate referrals. As increasing efforts are being directed at linking hospital reimbursement to preventable adverse events following discharge, it is more likely that nutrition-related events will be more carefully scrutinized. Ensuring that patients receive appropriate community nutrition services may be one quality indicator worth examining in the context of the changing health care environment. We are aware of one insurance carrier that demonstrated a cost-benefit in providing meals to recently discharged hospitalized patients.
14 Whether it is insurance providers or states that pay for essential nutrition services in communities, this is a logical area to investigate for both improved patient outcomes and cost savings. Increased funding for such initiatives, particularly targeted for short time periods when older adults are recently discharged from hospitals and when they need the services the most, is warranted. In England and some other countries, home-delivered meals and nutrition services are already part of comprehensive cost-containing care following a hospital stay.
We did find in our work that even when patients were offered services, they frequently declined to participate. The primary reasons were that they either (1) did not perceive nutrition as part of medical/health care that would speed their recovery or (2) they were happy with weight loss they had experienced while hospitalized and wished to continue losing weight. Such beliefs were echoed by caregivers and, in some instances, by health care providers. Thus, a major barrier of community program participation involves education of patients, caregivers, and staff regarding the benefits of nutrition services and the harm associated with undernutrition, including weight loss even among overweight older adults. Education efforts should address the multiple and diverse reasons for non-participation (i.e., benefit underestimation, welfare stigma, burdensome application processes, and lack of outreach and program awareness, as well as confusing eligibility requirements). Because a PU is often referred to as a bedsore or decubitus, the inconsistency in labeling skin injuries has made it hard to pinpoint the true prevalence of PUs in the different care settings. 3 Age-associated alterations in the skin add to the risk for developing skin injuries, such as the 20% loss of dermal thickness that contributes to the paper-thin appearance of the skin seen in older adults. In the US approximately 1.3-3.0 million patients have PUs. 4 Prevalence has been estimated at 3-15% 4 of all patients in acute care and 11% 5 for patients in long-term care (LTC). 4 A data brief from the Centers for Disease Control and Prevention (CDC) highlights that residents 64 years and younger were more likely to develop PUs (14%) than their older counterparts (10%).
5 Males (14%) are more likely to develop PUs than females (10%).
5
In the LTC setting, residents with a recent weight loss have an increased probability (20%) of having PUs over residents with a stable weight (10%).
5 LTC residents with immobility, polypharmacy (more than eight medications), and bowel and bladder incontinence increase their risk of developing PUs by 11%, 4%, and 5%, respectively. 5 In the acute-care setting, the prevalence of hospital patients with PUs ranges from 3.5% in the general hospital population to 69% for older adults admitted to acute-care hospitals. 6 Regardless of the care setting, PUs are very costly conditions to treat. The cost of a hospital-acquired PU can range from $1,199-$70,000, depending on the stage of the wound and the length of stay of the patient. 7, 8 The costs cited do not take into account the physical and emotional pain and suffering linked with a PU, as well as the impact on the quality of life of the resident/ patient.
The Integumentary System: Anatomy and Physiology of the Skin
Covering the entire body, the skin is the largest organ. Aside from serving as a protective buffer against heat, light, injury, and infection, the skin regulates body temperature, stores water and fat, and serves as a sensory organ. 9 The epidermis (outermost layer) and the dermis (inner layer) are separated by the dermal-epidermal junction, also known as the basementmembrane zone. A layer of adipose tissue called the hypodermis lies below the dermis.
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The epidermis is a thin, avascular layer that regenerates every four to six weeks. This layer contains five tiers, as shown in Figure n Stratum lucidem: Present only on the palms of the hands and the soles of the feet.
n Stratum granulosum: Also known as the granular layer. It is one to three cells thick.
n Stratum spinosum: These are multisided cells.
n Stratum basale: Contains melanocytes.
The dermal/epidermal junction, also known as the basement membrane zone (BMZ), anchors the epidermis to the dermis 10 via "rete ridges" that interlock with each other. 10 As we age, the height of the rete ridges declines.
The dermis is the middle layer of the skin. As the thickest skin layer, it contains blood vessels, lymph vessels, hair folicles, sweat glands, collagen bundles, fibroblasts, and nerves. The dermis gives the skin flexibilty and strength.
10 It also contains touch and pain sensors.
The hypodermis is the deepest layer of the skin. It consists of a network of collagen and fat cells that helps conserve body heat and acts as a shock absorber.
The skin acts as a barrier between the internal and external environments. It dilates and constricts blood vessels to regulate body temperature. Nerve receptors located in the skin allow us to respond to pain, touch, temperature, and pressure. In the presence of sunlight, ultraviolet rays strike the skin and activate vitamin D synthesis.
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Pressure-Ulcer Healing continued from page 5
The skin goes through textural changes as we age. The dermis thins and becomes more susceptible to skin tears. Thinning subcutaneous fatty layers accentuate bony prominences and increase the risk for PUs in these areas. Skin loses elasticity as collagen decreases and elastin loses its ability to recoil. As previously mentioned, the size of the rete ridges decreases as we age, allowing for easier separation of the epidermis from the dermis. With a reduction of sweat glands, we see drier skin that has much slower epidermal regeneration.
wound Assessment An accurate medical history is vital to understanding the physiological effects on wound healing. The diagnosis and medical history will help the assessor determine a realistic wound goal: to heal it, keep it from progressing when healing is not an option, or expect it to worsen. A review of the physician-completed history/physical or the nursing assessment can point to risk factors that can interfere with wound healing. Examples include information related to tissue oxygen perfusion, edema, bacterial bioburden, central circulatory dysfunction such as congestive heart failure (CHF), chronic obstructive pulmonary disease (COPD), chronic illness including diabetes mellitus (DM), renal insufficiency, and malignancy. The presence of inflammatory or autoimmune disorders will also adversely affect wound healing.
Time frames for wound assessments are normally determined by institutional guidelines, regulatory agencies, and wound characteristics. According to the recent NPUAP guidelines, PUs should be evaluated minimally on admission, weekly, and with changes in condition. 12 In the acute-care setting, PUs are assessed daily, with each dressing change, or at least weekly. 
Role of Nutrients in wound Prevention and Healing
Sufficient macronutrients (carbohydrates, protein, fats, and water) and micronutrients (vitamins and minerals) are vital for the body to support tissue integrity and prevent breakdown. Research supports that weight loss and difficulties with eating can increase the incidence of PUs. 15 Other nutritionrelated risk factors that can contribute to PU development include a change in appetite, compromised dental health, gastrointestinal and elimination disturbances, decreased selffeeding abilities, drug-nutrient interactions, and alcohol and substance abuse. 13, 16, 17 Restrictive diets can contribute to a decreased intake of nutrients.
18 A diet too low in protein will lack the amino acids needed for protein synthesis. Protein plays a major role in the production of enzymes involved in wound healing, cell multiplication, and collagen and connective-tissue manufacture. Protein depletion impairs wound healing by preventing a desirable wound bed from forming. Caloric needs must be met in order for protein to be spared for buildup and repair. 10, 19 Although the amount of protein needed by patients with PUs can be debatable, protein levels higher than the adult recommendation of 0.8 grams (g) per kilogram (kg) of body weight per day are generally accepted and recommended. The NPUAP recommends 1.2-1.5 grams of protein/kg of body weight per day and 30-35 kcal/kg of body weight per day for wound healing. Low-fat diets can be deficient in essential fatty acids, which the skin Observable, pressure-related alteration of intact skin. Defined as an area of persistent redness, with blue or purple hues.
Stage/Category Indicators
Eschar and necrotic (slough) tissue covers the wound bed.
Purple or very dark area. Profound redness, edema, or induration, or blood-filled blister from pressure and/ or shear.
Partial thickness skin loss involving the epidermis, dermis, or both. It is a superficial injury with no slough.
Does not include rash, skin tears, bruises, lacerations, or incontinenceassociated dermatitis (IAD). Vitamin C is vital for collagen production. Collagen and fibroblasts are the basis for the structure of a healing wound bed. A deficiency in vitamin C has been associated with prolonged wound healing time, decreased wound strength, and decreased immune function. 9, 21 It is important to note that mega-doses of vitamin C have not been linked to an increased wound-healing rate. 19 While not appropriate for all patients, vitamin and mineral supplementation is most beneficial for patients with poor vitamin C intake, since they are likely to have limited nutrient stores; and for patients with a diagnosed vitamin C deficiency. 9, 21 Zinc is associated with collagen formation, protein metabolism, vitamin A transport, and immune function. 9, 21 Zinc deficiency can emerge as a result of severe wound drainage or GI losses, corticosteroid use, or a long-term decreased dietary intake. 9 Chronic and/or a severe zinc deficit can contribute to abnormal function of white blood cells and lymphocytes, added vulnerability to infection, and delayed wound healing. When considering supplementation, it is important to remember that consumption of increased zinc can interfere with copper metabolism, thus producing copperinduced anemia. The amount of zinc in a multivitamin and mineral supplement is generally adequate. Supplementing to no more than the upper tolerable limit of the DRI (40 mg of elemental zinc) until the deficiency is corrected can be recommended.
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Aside from the role of vitamins and minerals, the role of individual amino acids in wound healing has been explored. Arginine is a conditionally essential amino acid that in several studies has been shown to raise concentrations of hydroxyproline, an indicator of collagen accumulation and protein in the wound site.
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Arginine stimulates growth factors and boosts the immune system. Current research does not support the use of arginine to promote PU healing. 9, 21, 22 Glutamine is a conditionally-essential amino acid that serves as a fuel source for fibroblasts and epithelial cells in the healing process. Further research is needed to determine the effectiveness of glutamine and arginine supplementation on wound healing.
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Laboratory Data
Laboratory data is one of the many assessment parameters to be considered when evaluating patients with PUs. No single test can show the nutritional status of a patient with a PU. Serum albumin, prealbumin, transferrin, and retinol biding protein are valuable parts of a comprehensive assessment, as is the data collected through a basic metabolic panel (BMP). These test results can help when ascertaining critically-ill patients who are at risk for developing malnutrition.
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Albumin normally comprises more than 50% of total protein in serum. Main functions include the preservation of plasma oncotic pressure; and the binding and transport of bilirubin, fatty acids, calcium, hormones, and drugs. 4 An albumin test is often ordered to gauge overall health, nutritional status, and liver function. A low albumin level is common in hospitalized patients. Inflammation, liver disease, malabsorption, nephrotic syndrome, gastrointestinal losses, over-hydration, infection, trauma, malignancy, and movement (of albumin) into the extravascular space can contribute to low albumin levels. As with most tests, dehydration falsely elevates albumin results. 4 Its long half-life (12-21 days) makes this a poor indicator of short-term response to nutritional therapy interventions. Albumin is a good indicator of morbidity and mortality. 23 Prealbumin, also known as transthyretin and PAB, is a transport protein for the thyroid hormone thyroxine. It circulates as a complex with retinol binding protein, which transports vitamin A. This test had been labeled as the "nutritional test of choice" because of its sensitivity to measure nutritional status. 24 It is now reported that PAB is decreased in many of the same conditions as serum albumin. With a halflife of 2 to 3 days, values do rise and fall more rapidly in reaction to nutritional status and liver-function alterations. PAB levels are elevated in the continued on page 9 THE SPECTRUM • Winter 2013 9 Pressure-Ulcer Healing continued from page 8 presence of corticosteroid therapy and the use of nonsteroidal anti-inflammatory drugs (NSAIDS). Low levels can occur as a result of malabsorption, malnutrition, liver disease, nephrotic syndrome, infection, trauma, and malignancy. 4 Transferrin is the transport protein for iron plasma. It has a half-life of approximately eight days. Increased levels are observed in the presence of iron-deficiency anemia. Low levels are seen with inflammation, malignancy, nephrotic syndrome, and malnutrition. 4 Retinol binding protein transports vitamin A to the tissue as needed. Like PAB, it responds very quickly to protein-energy malnutrition and adequate nutrition therapy. With a half-life of approximately 12 hours, it is an indicator of recent intake versus overall nutritional status. There is no current research to support that its use in nutritional assessment is favored over PAB. Serum levels are increased with renal disease and decreased in the presence of vitamin A deficiency, acute catabolic states, and hyperthyroidism. 25 The BMP offers information about the patient's electrolytes (sodium, potassium, chloride, total CO 2 ), kidney function (creatinine, urea), and regulation of blood glucose and calcium. Other tests that can help complete the biochemical picture include a complete blood count (CBC), a total lymphocyte count (TLC), and C-reactive protein (CRP). Again, it is important to note that the laboratory data is just one of the tools used to define the root cause of the problem for the patient.
Case Study
NM is a 76-year-old male just admitted to your facility. See Table 1 for a Nutrition Assessment: NM is an older adult admitted to the facility with a stage 4 sacral PU. He has lost 32 pounds and 12.2% of his total body weight (TBW) in the last six months, which is a significant weight loss. This resident cannot tolerate oral feeding and has an NPO status. The enteral feeding prescribed on admission provides 2,000 mL of formula, 2,400 kcal, 119 g of protein, 1,600 mL of free water, 160% DVs for 24 key vitamins and minerals, and 960 mL water from flush. Feeding provides a total volume of 2,960 mL, of which 2,560 mL are free fluid.
All laboratory results are within normal levels except for the PAB. Because NM receives many medications, polypharmacy may be contributing to his nutritional status and may explain his low PAB value. See Table 2 Nutrition Diagnosis: The Academy of Nutrition and Dietetics has identified nutrition diagnosis and problems terminology for use when providing medical nutrition therapy (MNT). The Academy provides a detailed description of this process. Nutrition diagnosis is a vital component of the nutrition care process. Based on the current amount of enteral feeding being provided and the estimated nutritional needs for the patient/resident, it seems that nutrition diagnosis NI-2.3 can be a starting point, as described Table 3 .
Intervention: What intervention will positively change NM's health status? Review practice guidelines and policies to define and prioritize interventions that will facilitate improvement in the nutritional status and help the patients/residents accomplish their goals. To implement the selected interventions, communicate the plan of care with the interdisciplinary team, and consistently revise the nutrition interventions as warranted based on patient/resident response. 27 Helping the patient maintain adequate nutritional status, identify and treat poor food intake, manage unintentional and insidious weight loss, and/or improve nutritional status should guide the intervention selection process.
For NM, select an intervention from the food and nutrition delivery domain. The amount of formula being provided needs to be evaluated and adjusted (formula/solution ND-2.1.1).
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For patients/residents with PO intake, the NPUAP guidelines suggest the use of enhanced foods and/or supplements as needed to promote adequate nutrient intake.
19 Figure 3 with PUs, monitoring and evaluating parameters individualized to the nutrition diagnosis is an important step. Some relevant areas to monitor include weight, anthropometrics, laboratory results, nutrient intake (oral, enteral, parenteral), wound-healing progress (improvement or deterioration), wound stage (with wound deterioration the stage is adjusted), and hydration status. 17 These parameters can be monitored via the plan of care developed for the patient/resident.
Implications for Practice
PU prevention and treatment has been an important element of clinical/nutritional care. Promoting optimum nutritional status is an essential component in the plan of care for patients/residents with PUs. Care goals should be patient-centered and dynamic. A patient's response (or lack of response) to the interventions in the plan of care needs to be monitored. With changes in condition, the plan of care and the planned interventions must be revised to meet the new clinical demands of the patient.
The nutritional needs of the patient must be defined. As appropriate, patients/residents with PUs should receive 30-35 calories/kg/body weight/per day, 1.25-1.5 g protein/kg body weight (as appropriate for their medical condition), fluids to promote adequate hydration, enhanced foods and/or medical supplements as needed, and a multivitamin when vitamin and mineral deficiency is diagnosed or suspected. n By: Dr. Nancy Munoz, DCN, MHA, RD, LDN 
Inadequate enteral nutrition infusion
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"Enteral infusion that provides fewer calories or nutrients compared to established reference standards or recommendations based on physiological needs." 27 "Note: May not be an appropriate nutrition diagnosis when recommendation is for weight loss, during end-of-life care, upon initiation of feeding, or during acute stressed states (e.g., surgery, organ failure). Whenever possible, nutrient intake data should be considered in combination with clinical, biochemical, anthropometric information, medical diagnosis, clinical status, and/or other factors as well as diet to provide a valid assessment of nutritional status based on a totality of the evidence." ( This article has been approved for 1 hour of CPE credit upon successful completion of a quiz. At the conclusion of each month, the quizzes are reviewed and those successfully scoring 80% will receive their CPE certificate via email. Another topic discussed was publichealth nutrition. As a result of this discussion, the HOD voted to establish a Public Health Nutrition/Community Nutrition Task Force, comprised of members from the previous Boardappointed Public Health Task Force and related DPGs. The task force will be charged to develop a plan for members and the Academy based on
The HOD voted to establish a Public Health Nutrition/Community Nutrition Task Force. The task force will be charged to develop a plan for members. The plan will provide direction on how members can prepare to become active in public-health nutrition and community nutrition.
the HOD dialogue session, along with identifying gaps to be filled. The plan will provide direction on how members can prepare to become active in public-health nutrition and community nutrition, and the role the Academy can play to assist members in this effort. I ask myself, "What is healthy aging?" I believe it is the overall health of a person's mind, body, and spirit as they age. During our normal practice, we nutrition specialists promote balanced nutrition, physical fitness, and healthy lifestyles. Members of the Healthy Aging DPG counsel clients on enhancing their medical care and health, as well as their physical and functional status. As the aging population increases, the majority of our clients will reside in the community. The environment where they live plays a big role in their health outlook. As stated by the Academy's paper, "Position of the Academy of Nutrition and Dietetics: Food and Nutrition for Older Adults: Promoting Health and Wellness," the living situation, social and economic status, cultural traditions, religious beliefs, access to food and food preparation, social support, and daily socialization are all direct and indirect affecters of health status and quality of life. 1 For older adults, socialization plays an important role in maintaining emotional health. It gives them a sense of belonging and helps them feel needed.
Social Support
Other researchers also agree on the importance of social support; in two studies published in JAMA last year, researchers found an association between social support and life expectancy and improved health. 2, 3 One study found that among the elderly participants, loneliness was associated with all outcome measures. Lonely subjects were more likely to experience decline in ADLs or a decline in mobility.
2 Loneliness was also associated with an increased risk of death.
2
The other study 3 investigated whether living alone was associated with increased mortality and cardiovascular risk in the global registry of Reduction of Atherothrombosis for Continued Health (REACH). In this global study, researchers at Brigham and Women's Hospital examined survey data from nearly 45,000 volunteers from the United States and other countries. They found that among middle-aged adults, nearly 8 percent of those who reported living alone at the beginning of the study had died four years later, compared with nearly 6 percent of those who lived with someone when the study began. Even though the researchers didn't find a correlation between living alone and death among people over age 80, it is important to recognize that loneliness and living alone can influence health outcomes, and that we can help modify these risk factors. what Kind of "Out of the Box" Approach Can HA DPG Members Take? HA DPG members have so many opportunities to promote healthy lifestyles that benefit not only the aging population, but also the broader population and communities.
Our Involvement with Healthy Community Lifestyles
We need to believe that we have the power and knowledge to make a difference. When we practice at the community level, we can help people connect to social networks, encourage social engagement and positive attitudes. We can advocate activities involving multiple generations that promote respect, a positive outlook on life, a sense of purpose, family values, and socialization. We need to work with other professionals such as social workers and other entities such as local municipal government community centers and transportation companies, to form healthy communities and encourage social support. One good example is the "village" movement, also known as aging in the community. "It works for both rich and under-resourced communities where people have time available but not the financial resources," says Andrew Scharlach, director of the Center for the Advanced Study of Aging Services. "It provides a protection against social isolation. There's certainly a tremendous health benefit in that." and eating behaviors.
Our Work Involves Policy Changes and Environmental Enhancements, and Actively Supports the Academy's Public-Policy Agenda We should be more actively engaged in policy and environmental issues. It is very important to pay attention to the Academy's public-policy agenda and to support it. As a single voice, together we can make the United States food and nutrition policy healthier and stronger. Some thoughts: If we practice in assisted-living facilities, we should not treat large portions or premade foods with high sodium contents as a norm; we should not only correct the menu, but also be able to advocate a policy that includes good nutrition standards as part of the assisted-living regulations. If we consult to private citizens, we should encourage the supermarket to have healthy foods packaged in smaller amounts for senior citizens. In Figure  6 of the Position Paper, there is a comprehensive list of actions for us to take to ensure quality food and nutrition services in promoting health and wellness for the older adults.
Spring is on its way, enjoy it! And remember that March is National Nutrition Month. n Our Work Involves the Person's Whole Well-Being, Beyond Diet and Nutrition Counseling Familiarity with all assistance systems in the community is important so we can extend our counseling to many areas. We also need to be familiar with the public assistance programs, such as SNAP and the Senior Nutrition Farmers' Market Program. One of my favorite, true stories about what makes nutrition professionals so special touches on this theme: An older man found himself newly widowed; he lived by himself, was depressed, and started losing weight unintentionally. Everyone tried to help him regain his strength. His family and physician wanted to convince him to move into an assisted-living or retirement home, but he refused. He seemed reasonably able to take care of himself, but he had no desire to cook or eat. Eventually his social worker suggested that he join a support group or see a counselor. His physician recommended that he visit an RD to see if he needed a special diet or supplements. An experienced RD visited him in his home. While she talked to him, she went into the kitchen and saw that the cabinets were messy and full of gourmet cooking spices. She asked him, "Do you use all these?" "No," he replied, "those belonged to my wife, and I do not know how to use them, so I cannot cook." She then cleaned up the cabinets, leaving only the basics: salt and pepper. He sighed in relief and said, "Okay, now I can cook." This solution sounds so simple, but it demonstrates how an RD looks at the person's well-being as a whole; that nutrition counseling delves into an individual's social, community, and environmental conditions; and how those conditions may affect lifestyles Chair's Message continued from page 15
Renewed your membership yet?
We hope you have enjoyed the Healthy Aging DPG's continuing-education opportunities, newsletter, and other member services this past year.
When you renew your Academy membership, please remember to renew your membership with the Healthy Aging DPG at the same time.
To renew your Academy and DPG membership online, go to http://www.eatright.org/membershipinfo/. To renew by phone, call (800) 877-1600 ext. 5000, Monday through Friday, 8 AM-5 PM Central time to reach the Member Services Center.
March 13, 2013
Commemorating the dedication of RDs as advocates for advancing the nutritional status of Americans and people around the world.
For celebration ideas visit www.eatright.org/nnm.
